Introduction
Systemic gentamicin and topical silver preparations have been used in this unit since the mid-1960s. For most of that period few strains of Pseudomonas aeruginosa isolated from the patients' dilution tests were also made on some of the strains, using nutrient broth as the culture medium, with 1 drop (0-02 ml) of a 1/1000 dilution of an overnight broth culture as the inoculum. In the ditchplate test for gentamicin sensitivity two dilutions were used, one containing 50 mg/l and one containing 10 mg/l of gentarmicin sulphate in the nutrient agar of the ditch. Strains were considered sensitive if the minimal inhibitory concentration (MIC) of gentamicin was 8 mg/l or less. All strains which were gentamicin-sensitive by the tube dilution test showed zones of inhibition in the ditch-plate diffusion test which were closely similar to that obtained with the sensitive control strain (MIC 2 mg/l) tested on the same plate; resistant strains, which had MICs of 16-32 mg/I, grew across the agar of the ditch containing 10 mg/l gentamicin.
Tests for silver nitrate resistance were performed as described by Cason et al,6 using a plate dilution method with serial dilutions of silver nitrate in nutrient agar. We performed a test to see whether gentamicin resistance could be transferred from Ps aeruginosa to a culture of E coli K12 which was resistant to 3000 mg/l of streptomycin. The selective medium contained 3000 mg/l streptomycin and 12 mg/l gentamicin. The E coli, if resistant to gentamicin, would grow well on this medium, and the Ps aeruginosa appeared as very small colonies. Tests were made on six isolates of gentamicin-resistant Ps aeruginosa. As an alternative method tests (on eight isolates of gentamicin-resistant Ps aeruginosa) were done with nutrient agar plates containing 12 mg/l gentamicin and using anaerobic culture to inhibit the growth of the pseudomonas. Twelve tests were also set up on plates of MacConkey's medium containing 12 mg/l gentamicin.
Results

Gentamicin-resistant Ps aeruginosa
For testing the transfer of resistance plasmids from gentamicinresistant to gentamicin-sensitive strains of Ps aeruginosa, recipient strains resistant to carbenicillin (MIC >4000 mg/i) were used, and the selective medium of the plates contained 300 mg/l carbenicillin and 16 mg/l gentamicin. This inhibited both donor and recipient strains but would allow growth of either a recipient that had acquired gentamicin resistance by transfer of a plasmid from the donor or of a presumptive donor of gentamicin resistance that had acquired carbenicillin resistance from the presumptive recipient of gentamicin resistance. Thirty-four tests were made, including tests using different proportions of donor to recipient strains (1:2, 1:5, and 1:10).
The transfer of gentamicin resistance from a resistant Klebsiella aerogenes to a sensitive strain of Ps aeruginosa (Ellsworth) was also tested; the klebsiella was isolated from a burn wound which also contained gentamicin-resistant Ps aeruginosa. Five donor isolates were tested for transfer of resistance by plating the mixture of donor and recipient strains on a selective medium containing 16 mg/l gentamicin and 200 mg/l neomycin (which would inhibit the klebsiella but not a gentamicin-resistant pseudomonas). Tests were also made to detect possible transfer of gentamicin resistance from a resistant Ps aeruginosa to a sensitive klebsiella strain isolated from the same patient.
Tests for transfer of carbenicillin resistance from Ps aeruginosa to E coli K12 were made in the manner described by Roe et all but with selective plates containing 3000 mg/l streptomycin and 200 mg/l carbenicillin; the higher concentration of streptomycin was used because the carbenicillin-resistant Ps aeruginosa was moderately resistant to streptomycin. As an altemative technique, plates containing 200 mg/l carbenicillin were incubated anaerobically. Seven isolates of carbenicillin-resistant Ps aeruginosa were tested.
RESULTS
Tests for transfer of gentamicin-resistance from 26 donor strains of Ps aeruginosa to E coli K12 gave negative results. The results of transfer testing were assessed by aerobic culture on streptomycingentamicin agar plates for six of the donor strains, by anaerobic culture on gentamicin agar for eight, and by aerobic culture on gentamicin-MacConkey plates for 12. Tests for transfer of gentamicin resistance from one strain of Ps aeruginosa to another of the same species were negative with 26 donor strains, using six gentamicin-sensitive recipient strains, four of them mated each with two donor strains, one (1686) with eight donor strains, and one (7188B) with 10 donor strains. With the gentamicin-sensitive strain 8005 (serotype 0:16, H:4) five of the donor strains (6005, 6189, 6320, 6369, and 6332) which had failed to transfer gentamicin resistance to recipient strain 1686 transferred gentamicin resistance. Growth of these organisms on the selective medium may have been due either to the transfer of gentamicinresistance from the donor strains or to transfer, in the opposite direction, of carbenicillin-resistance from the supposed recipient strain. To clarify this point the strains were serotyped. All five of the doubly resistant strains growing on the selective medium were found to be of serotype 0:16, H :4. We therefore concluded that gentamicin resistance had been transferred from the presumptive donor of gentamicinresistance to strain 8005. Carbenicillin resistance was not transferred from Ps aeruginosa to E coli K12 or to other strains of Ps aeruginosa.
Discussion
The emergence and subsequent predominance of gentamicinresistant Ps aeruginosa in many burn wounds has been described by Stone,'0 and resistant strains were often isolated in some centres." 12 Witchitz and Chabbert"3 and Kontomichalou et al12 have described the intraspecies transfer of gentamicin resistance plasmids between different strains of Ps aeruginosa and also intergeneric transfer of such plasmids.
Our studies have shown the rapid emergence and continued presence of a high incidence of gentamicin-resistant Ps aeruginosa in-1977-8. All the gentamicin-resistant strains were of one serotype (0:11, H:2,5), though sensitive strains of other serotypes were present in the unit and were several times found in the same burn. During the same period a larger proportion of gentamicin-resistant strains of enterobacteria (mainlyKlebsiella spp) briefly emerged, but the resistance disappeared long before the introduction of measures that reduced the incidence of gentamicin-resistant Ps aeruginosa in the wards. Such results contrasted with our findings when transferable carbenicillinresistance became predominant among the strains of Ps aeruginosa isolated in this unit.' At that time several different phage or serotypes of Ps aeruginosa showed plasmid-determined carbenicillin-resistance. Plasmid-determined resistance of enterobacteria to tetracycline, ampicillin, kanamycin, and cephaloridine increased in parallel and persisted until all the relevant antibiotics were discontinued.7 14 and the diagnosis of a tear as well as the operative technique. Little attention, however, has been paid to postoperative management. Many orthopaedic surgeons use the traditional method, as outlined by Watson Jones'-namely, a compression bandage with or without a backsplint and early and intensive quadriceps exercises followed by weight-bearing when the sutures are removed on the 10th day. Other workers2 3 have advised early mobilisation in a compression bandage, and O'Donoghue4 recommended weight-bearing on the second or third day. Early movement, however, is often painful, producing a large effusion and wasting of the quadriceps muscles.5 If movement could be prevented by adequate splintage discomfort would be lessened and the patient become ambulant sooner, thus helping to reduce quadriceps wasting.
To test this theory we compared postoperative progress and function in two groups of patients. The first were treated by traditional methods and the second by immobilisation and early weight-bearing.
Patients and methods
Eighty consecutive patients who had undergone routine meniscectomy for a demonstrable lesion of the meniscus were divided into two groups for postoperative management. All operations were performed by, or under the immediate supervision of, one of us. Patients with other conditions affecting the knee-for example, ligamentous ruptures or bone pathology-were excluded.
Group 1-Forty of the 80 patients were treated by compression bandage and backsplint, and quadriceps exercises were begun on the second postoperative day. Weight-bearing was not permitted until the sutures had been removed. All of these patients remained in hospital for a minimum of 10 days.
Group 2-In the second group of 40 patica.. a compression 
